Introduction
Alcohol use is associated with certain adverse health effects, including liver cirrhosis, cancer, cardiovascular disease, depression, and trauma. Many of these adverse effects are causally related to the quantity and pattern of alcohol use.l For example, the relative risk of liver cirrhosis, based on a pooled estimate of published research, is 2.2 times greater for men who consume more than 20 g of alcohol per day5 (one standard US drink contains 12 to 14 g of alcohol). The relative risk for women is even greater. 6, 7 Several studies have found a doseresponse relationship between stroke mortality and alcohol consumption.89 Shaper found that for every 10 g of alcohol consumed per day, there was an increase of 1 to 2 mm Hg in both systolic and diastolic blood pressure.'0 Rowe et al. examined individuals' levels of depression in the previous 30 days and noted higher levels for men and women who consumed above 48 g per day (four US standard drinks per day)."
This dose-response relationship is the basis for the concept of at-risk alcohol use.12 The selection of alcohol use limits based on health risk is necessary to establish alcohol screening and intervention programs. A number of groups have developed specific criteria to define at-risk use. Cutoff limits range from more than 7 drinks per week to more than 21 drinks per week.'1 '6 This paper reports the prevalence of at-risk drinking in primary care practices using varying criteria, discusses the screening implications of these criteria, and examines differences in the prevalence of at-risk alcohol use by age, gender, race, educational level, smoking status, and occupation. The frequency of at-risk drinking varied by the cut-off value chosen to define such drinking. When limits recommended by the National Institute on Alcohol Abuse and Alcoholism (>14 drinks/week for men, >7 drinks/week for women, or binge drinking) were used, the rates of at-risk drinking were 20.0% for men and 19.5% for women. The prevalence of at-risk drinking using three other criteria is also illustrated in Table 1 . applied, the findings suggest that one in five adults will screen positive for at-risk alcohol use. This has important implications for the US health care system. Managed care organizations need prevalence estimates of alcohol use disorders to allocate resources for prevention and treatment. Providers interested in primary prevention and early intervention should consider using the National Institute on Alcohol Abuse and Alcoholism limits. Those wishing to focus on persons at high risk for alcohol-related events should consider higher cutoffs, as suggested by the World Health Organization (see Table 1 ). Practices with limited resources should focus on persons who consume more than 21 drinks per week and/or engage in binge drinking on a regular basis. Other providers may limit screening to persons who have one or more risk factors (e.g., male gender, smoking, never having been married, and retirement or unemployment).
Methods
The definitions of at-risk use established by the National Institute on Alcohol Abuse and Alcoholism and the World Health Organization are based on a clear dose-response relationship between alcohol use and adverse health effects. A weakness in the current research base is the absence of criteria and data that take into account duration of alcohol use. For example, someone drinking heavily for 20 years may be at greater risk for certain health effects than someone drinking heavily for 5 years. As clinicians and health policymakers consider the four at-risk drinking criteria used here (see Table 1 ), they should also consider duration of use and patient age when developing treatment plans.
Strengths of this study include a large sample size, recruitment of subjects from a large number of community-based primary care practices, a high response rate, and the application ofvalidated questions and scales. The use of community-based physicians increases the extemal validity of the findings and allows comparison with community physician practices in other states with high alcohol use rates. Study limitations include the use of a screening survey to estimate the quantity and pattern of alcohol use and the uncertainty of the generalizability of these findings to primary care practices in other parts of the United States.
To date, the US health care system has concentrated on the identification and treatment of persons who are alcohol dependent. Since the majority of alcohol-related problems occur in at-risk nondependent drinkers,19 public health policy must shift toward a primary care paradigm focusing on the identification of this population. Practitioners Thus, potential benefits of reducing coronary heart disease risks might make smoking cessation most important during this time. Altematively, the effects of cessation on weight may contribute to alreadyincreasing weight from perimenopause to postmenopause.
The present study examined the relationship between smoking cessation and weight gain from premenopause to the first and second years postmenopause in participants of the Healthy Women Study, the first prospective study to track individual women through menopause measuring coronary heart disease risk factor changes. It was expected that women who maintained cessation for 2 years postmenopause would experience substantially more weight gain than either continuing smokers or nonsmokers but that their coronary heart disease risk factors would not increase substantially more than either smokers' or nonsmokers'.
Participants Subjects were participants in the Healthy Women Study. Five hundred fortyone women were initially entered into the Healthy Women Study between 1983 and 1984. Recruitment procedures and inclusion/exclusion criteria have been reported elsewhere. ' Nonsmokers reported that they did not smoke at either the premenopausal baseline clinic visit or at 1-and 2-year postmenopausal visits. Nonsmokers at baseline for whom no follow-up data were available were assumed to be continuing nonsmokers and were included in the baseline analyses. Continuing smokers reported smoking at all three assessments. Baseline smokers for whom data were unavailable at postmenopausal visits were assumed to be continuing smokers and were included in the baseline analyses. Baseline smokers who reported quitting at only one follow-up assessment were considered continuing smokers. Ex-smokers included only those participants who reported smoking at baseline and reported not smoking at years 1 and 2 postmenopause. Groups did not differ by age or race. However, nonsmokers were more likely to be married and to have a college degree or higher, and a greater percentage of nonsmokers and ex-smokers than continuing smokers had household incomes of $50 000 or greater.
